Brief Report
Recently, Chandra and associates 1 (Table) . None of the reported cases were related to the M. chelonae cluster in California.
Of the two additional clusters identified, one involved seven persons in Texas who developed corneal infiltrates with M. szulgai 6 weeks to 6 months after LASIK surgery.
2,3 The infections were traced to a contaminated hospital ice machine (using tap water) from which a surgeon obtained ice to chill balanced salt solution used during the procedure. The other cluster affected 24 persons in Georgia who developed post-LASIK keratitis clinically suggestive of NTM infection. Two of these persons had direct corneal smears positive for acid-fast bacilli and corneal cultures that yielded M. gordonae. Since these isolates were of different strains, the role of M. gordonae in this cluster could not be definitively determined.
Our findings, coupled with an increasing number of similar case reports, 4, 5 suggest that LASIK is a common risk factor for the development of NTM keratitis. The cases identified by the AAO alert indicate that the California cluster described previously 1 was not unique, and that LASIK-associated NTM infections are more widespread than previously appreciated. To our knowledge, the clusters from California, Texas, and
Georgia are the only documented infectious outbreaks of any kind associated with LASIK in the United States. Because NTM are ubiquitous in soil and water (including tap water), they may cause infection when surgical instruments or clinical devices are exposed to contaminated water, ice, or other solutions. 6 Ophthalmologists should be aware of these LASIK-associated NTM infections, particularly as they may have unique diagnostic and treatment features and the ability to cause severe morbidity in patients with previously good vision. 1 To decrease the risk of such infections, surgeons should ensure that non-sterile solutions are not introduced into surgical procedures.
